[ research report ] L umbopelvic pain during pregnancy, defined as pregnancy-related low back pain (LBP) and/ or pregnancy-related pelvic girdle pain (PGP), is a complex problem, with both a physical and psychological burden. 46 The prevalence is reported to range from 24% to 90%, mainly due to the lack of a clear definition and classification of the condition. 45, 46 In the Netherlands, 20% of all pregnant women with lumbopelvic pain seek medical help between weeks 34 and 40 of pregnancy. 3 Guidelines for physical therapists would be helpful for optimal evidence-based assessment, as well as for intervention. However, the Dutch national guidelines 4 and the European guidelines 46 on lumbopelvic pain for physical therapists differ in regard to recommendations for both assessment and intervention. In the European guidelines, various assessments and interventions are discussed and recommended. In contrast, the Dutch national guidelines recommend very limited or no intervention in the majority of patients with lumbopelvic pain with an uncomplicated pregnancy, with the main focus of the limited intervention being to provide information and improve the patient's physical condition. Because physical therapists in the Netherlands can follow both the Dutch national and the European guidelines, inconsistencies in treatment approach exist and there is lack of transparency. Given the most recently published literature on the treatment of lumbopelvic pain, it is necessary to update the guidelines for physical therapists, with the aim to reach consensus.
Recently, a systematic review of the Cochrane Collaboration by Pennick and Liddle 33 discussed a variety of interventions for lumbopelvic pain during preg- T T RESULTS: A total of 22 articles (all randomized controlled trials) reporting on 22 independent studies were included. Overall, the methodological quality of the studies was moderate. Data for 4 types of interventions were considered: a combination of interventions (7 studies, n = 1202), exercise therapy (9 studies, n = 2149), manual therapy (5 studies, n = 360), and material support (1 study, n = 115).
nancy. However, that review did not consider patient education and providing information to the patient to be part of the intervention, though many of the included studies did. Providing information to the patient is an important part of the therapeutic process. Patient information is not only recommended by the Dutch national guidelines for lumbopelvic pain but is also defined for physical therapy in general by the World Confederation for Physical Therapy. "Functional training in self-care," "home management," "work," and "patient-related instruction" are all components of an intervention that can be included in the category "patient education." The present review also considers providing information to be part of an intervention to be provided by physical therapists; therefore, this review adds valuable information to earlier reviews and provides new recommendations for future research.
The aim of this review was to determine the level of evidence of the treatment of lumbopelvic pain that has been reached using methods established by the Cochrane Back Review Group (CBRG). 44 All treatment approaches considered are listed in the policy statement "Description of Physical Therapy" by the World Confederation for Physical Therapy.
METHODS

Literature Search
A systematic electronic search strategy was conducted using PubMed, PEDro, Scopus, and CINAHL (APPENDIX, available online). Studies were limited to those published in English in peer-reviewed journals between January 1992 and November 2013. An additional search of the reference lists of the included articles was conducted, and all systematic reviews published on the treatment of pregnancy-related lumbopelvic pain were carefully read. The reference lists of these earlier reviews were compared with the reference list of the present review. Randomized controlled trials (RCTs) that were not iden-tified in the search but met the inclusion criteria were included. Studies for which the full-text article could not be obtained were excluded (FIGURE) .
Study Selection
Two authors (E.B. and A.P.) independently assessed the selected articles for relevance and eligibility. All articles were assessed with regard to the inclusion criteria for design, study sample, interventions, and relevant outcome measures. Any disagreement was resolved by discussion and consensus.
Eligibility of the Studies
Inclusion Criteria Only RCTs studying pregnant women with or without lumbopelvic pain were included. All nonpharmacological interventions performed by physical and manual therapists, osteopaths, or chiropractors were considered for inclusion. Although there were no restrictions for the outcome measures, pain, disability, and sick leave were considered to be the primary variables of interest. Exclusion Criteria Studies were excluded if the intervention was either medical or invasive (eg, drug use, surgery, acupunc-ture) or addressed gynecological or obstetric issues only (eg, condition of the fetus or labor-related items).
Quality Assessment
Included RCTs were independently rated for quality by 2 authors (E.B. and A.P.) using the CBRG Internal Validity Checklist, which consists of 11 items related to methodology in clinical trials. 44 This assessment tool has been shown to have good interrater agreement. 16, 44 Any disagreement in rating was resolved by discussion and consensus; a third assessor (J.P.) was consulted if no consensus was reached. No cutoff point was used as an exclusion criterion to include the study in the review. The score for each study was used as an indication of the quality of evidence for the results and conclusions of the study. A score of 5 or less was considered relatively poor, and a score of 6 or greater relatively good. All decisions were made according to the recommendations of the CBRG. 44 [ research report ] outcome measures, results, and conclusions). For the readability of the tables, outcome measures were reported in the same order: pain, disability, sick leave, and other outcome measures. If possible, effect size was calculated to assess the magnitude of the change in scores within groups. Effect size was defined as the mean change score in a group of patients, divided by the standard deviation of the baseline scores of that same group (TABLES 1 through 4, available online). 36 Due to different inclusion criteria, interventions, and outcome measures, it was not possible to pool the data and perform a meta-analysis. Qualitative conclusions on the level of evidence are based on the definitions from the CBRG (TABLE 5) . 44 
Data Extraction and Synthesis
RESULTS
Search Results
T he FIGURE shows the process of study selection and inclusion. In the initial database search, 1298 potentially relevant articles were identified. A hand search of the reference lists of the other systematic reviews yielded 8 additional potentially relevant articles. After removing duplicate studies, 1284 articles remained. After screening by title and abstract, 1256 articles were excluded, leaving 28 articles for full-text assessment. Of these, 6 articles were excluded because the study design was not randomized (n = 1), only postpartum follow-up data of an RCT that was already included were presented (n = 1), the measured outcomes were hemodynamics of mother and fetus (n = 1), and the manuscript was not published in English (n = 3). This left 22 RCTs to be included in the review.
Methodological Quality
Overall, the methodological quality of the included RCTs was moderate. Of the 22 studies, the median score on methodological quality according to the CBRG was 6/11 (mean, 6; range, 2-10). TABLES 1 through 4 (available online) present the scores per study and 
Study Characteristics
Study Population and Type of Lumbopelvic Pain All studies focused primarily on a sample population of pregnant women, mostly recruited from antenatal health care centers. However, the studies differed in their inclusion and exclusion criteria. Of the 22 RCTs, 3 examined women with PGP. 5, 24, 31 One study focused on LBP, confirmed by palpation. 35 Five studies examined women with a combination of both or did not distinguish between LBP and PGP. 14, 19, 23, 28, 39 Thirteen studies did not specifically focus on lumbopelvic pain and included pregnant women. 6, [10] [11] [12] [13] 17, 21, 22, 26, 29, 32, 38, 40 Outcome Measures The effectiveness of treatment was measured by a variety of outcome measures, but most studies used pain or disability. For pain, the visual analog scale 19, 22, 24, 28, 31, 39, 40 and numeric pain rating scale 5, 6, 14, 23, 26, 35 were the most commonly used measurement tools. For disability, the Roland-Morris Disability Questionnaire 5, 6, 21, 23, 26, 35 and the Disability Rating Index 31, 40 were the most often used instruments. Other outcome measures included physical tests, anxiety, and overall treatment experience (TABLES 1 through 4, available online). Interventions for Lumbopelvic Pain The interventions included in the studies were divided into 4 categories that fit the interventions, as recommended by the World Confederation for Physical Therapy: a combination of interventions (often with educational programs), exercise therapy, manual therapy, and material support. Only studies with a methodological quality score of 6 or greater, according to the CBRG, 44 are described here in more detail ( 5, 6, 14, 24, 31, 32, 39 With the exception of the study by Eggen et al, 6 all studies showed a positive effect on pain, disability, or sick leave. Three studies scored 6 or better for methodological quality, 5,14,31 and 4 had a score less than 6. 6, 24, 32, 39 Depledge et al 5 presented evidence for the effect of muscle-training exercises on improvement of pain and disability in activities of daily living (ADL) with the use of a pelvic belt compared to no belt, and found that use of the pelvic belt did not increase the effect of training. This finding contrasts that of Kordi et al, 24 who showed that the group wearing a pelvic belt had a significantly greater reduction in pain and disability than the group that only performed exercises. The study by Eggen et al 6 showed that supervised exercises in combination with ergonomic advice did not influence the prevalence and severity of lumbopelvic pain. However, all studies that investigated multimodal programs that included education about anatomy, pathology, posture physiology, changes during pregnancy, relaxation, and modification and advice on ADL showed positive effects on pain, disability, and sick leave. Positive effects were shown for a combination of education and exercise therapy, 5, 24, 31, 32, 39 the use of a pelvic belt, 24,31 and manual therapy 14 during pregnancy (TABLE 7) . Exercise Therapy Nine studies (n = 2149) assessed the effect of exercise therapy in different forms (TABLE 2, available online). 13, 17, [21] [22] [23] 28, 29, 38, 40 All studies reported a positive effect on pain, disability, and sick leave ( 17, 22, 40 There were differences in pain outcomes. Six studies reported a decrease in pain intensity in the intervention group 13, 17, [21] [22] [23] 28 ; however, 1 study also reported an increase in pain with advancing pregnancy in all groups. 22 Stafne et al 40 found no significant between-group difference in self-reported pain but significantly less sick leave in the intervention group compared to the control group. Manual Therapy Five studies (n = 360) assessed the effect of manual therapy (TA-BLE 3, available online). All 5 studies presented positive effects on back pain and disability; however, the specific interventions varied. Only 2 of the studies investigated manual therapy performed as joint mobilization 26, 35 ; the other 3 studies investigated massage therapy [10] [11] [12] 35 reported positive effects on disability and pain as a result of chiropractic mobilization and stabilization techniques; however, no significant differences between groups were found. Material Support One study 19 (n = 115) of moderate quality assessed the effect of material support on PGP, and found that wearing a BellyBra or a Tubigrip had a positive effect on pain intensity. The intervention group using a BellyBra had a significantly decreased impact of pain on sleeping and some daily activities compared with the group using the Tubigrip. Although no significant difference between groups was found for pain reduction, both groups reported significantly less pain.
Level of Evidence
There is moderate evidence for the efficacy of several types of exercise training, such as daily training of the pelvic floor, weekly training of muscle strength, aerobic training, and water aerobics. 17, 22, 23, 28, 29 Training should be performed at a frequency of 1 to 2 times a week 17, 22, 28, 29 and focus on improving balance; active stability; strength of the muscles of the lower back, pelvis, and pelvic floor; and cocontraction of the transverse abdominal and pelvic floor muscles with other muscle groups. 13, 17, 22, 23, 28, 29 Data for the other interventions did not achieve a moderate level of evidence.
DISCUSSION
T he aim of this systematic review was to evaluate the evidence provided by the literature on the treatment of lumbopelvic pain during pregnancy and to inform physical therapists about the best available evidence for intervention in this population. The primary finding was moderate evidence for the ability of exercise therapy to reduce pain intensity, 5,22-24,28,29,35 disability, 5, 24, 29, 35 and sick leave. 17, 22, 40 This is of importance for future guidelines and is likely to improve consistency across guidelines.
The main strength of this systematic review was its broad and thorough literature search. In addition, where possible, effect sizes were calculated and P values reported, which improved the ability to draw conclusions and make comparisons.
The primary limitation of this review is that the heterogeneous study populations and variety of interventions and outcome measures precluded pooling the data. This was also a limitation reported in previous systematic reviews by Stuge et al 41 and Pennick and Liddle. 33 Although categorizing the interventions into 4 intervention groups helped the analysis, allocation to specific interventions was not always clear. Nevertheless, the advantages of this categorization seem to outweigh the disadvantages. Furthermore, many authors did not report all of the data, for example, baseline measurements and variance in the data (ie, standard deviations), which often precluded calculation of effect sizes.
Methodological Quality
The methodological quality of the included studies was moderate. As shown in TABLE 6, most studies had adequate randomization, treatment allocation, and timing of measurements. In regard to data reporting, most studies had groups with similar characteristics at baseline and used intention-to-treat analysis to account for missing data. However, most studies lacked adequate blinding. Blinding patients is a difficult process in nonpharmacological trials, but blinding outcome assessors and care providers may be possible and could improve methodological quality. The methodological quality of several trials could have been higher if the authors had reported their data more thoroughly and/or effectively. In many studies, compliance and dropout rates were not reported. Surprisingly, little attention was given to describing or avoiding cointerventions. These methodological flaws were present for all therapeutic interventions. In summary, improvement can be achieved in the methodology of the studies.
Combination of Interventions
All studies that included extensive education (in terms of anatomy, pathology, changes during pregnancy, posture physiology, self-management, modification of and advice on ADL, and relaxation) showed positive results on pain, disability, and/or sick leave (TABLE 7) . 5, 14, 24, 31, 32, 39 In those studies, this information was provided verbally or in writing, or individually or in groups. It cannot be determined whether the positive results were due to the multidimensional nature of these treatment programs or whether education added value to the interventions, because the RCTs did not include groups receiving the same intervention but without education. The European guideline 46 states that there is no evidence for the effect of providing information as a standalone treatment. Nevertheless, Vleeming et al 46 consider it useful to reduce fear and allow patients to take an active part in their rehabilitation, a recommendation that appears to be based on opinion. In contrast, Bastiaenen et al 4 stated that no intervention is needed except for advice (giving information and encouraging physical activity), because pregnancy-related lumbopelvic pain is a self-limiting disease, with most women recovering postpartum. Based on the results of this review, advice and education seem to be important components of treatment, resulting in positive effects on pain and disability. 5, 14, 24, 32, 39 However, the self-limiting aspect of this condition is debatable, given that a considerable number of women do not recover after delivery. Throughout pregnancy, 73% of the cohort reported pain in the lumbopelvic area, decreasing to 35.9% 3 weeks after delivery and to 34.4% 1 year after delivery. 2 If it is possible to reduce complaints of lumbopelvic pain during pregnancy, as demonstrated by studies in the present review, 5, 32, 39 this prognosis could be improved.
Exercise Therapy
Exercise therapy has a positive effect on pain, disability, and/or sick leave in those with LBP. The evidence was less robust and the effect sizes were smaller for those with PGP (TABLE 2, available online). Seven of 9 RCTs, all of moderate quality, investigated exercise therapy alone and showed a positive effect of exercise on pain and/or disability. 13, 17, 21, 23, 28, 29, 38 In contrast, 2 RCTs reported no effect on pain but a positive effect on disability and/or sick leave. 22, 40 In these RCTs, a potential explanation for the lack of effect on pain is that, in all studies, the control groups received usual antenatal care; this can also be seen as a form of treatment or at least an important influence. Education seems to be an important factor of treatment. 5, 31, 32, 39 Midwives are likely to give relatively specific information and advice on anatomy, postural changes, and, perhaps, home exercises for pregnant women with lumbopelvic pain. This does not justify the assumption that usual antenatal care is the same as "doing nothing"; however, this issue is not discussed in these studies. This may not be a study flaw but, rather, a result of being a pragmatic trial. To overcome the considerable amount of advice given during usual antenatal care, the effect size of the exercise group should be larger than that of the control group. In one study the effect sizes could not be calculated, 22 and in another the difference was relatively small 40 (TABLE 2, available online), which might have influenced the outcomes. Stafne et al 40 reported no positive effect of exercise on pain. However, it should be noted that lumbopelvic pain was not the primary outcome measure of that study, as it focused on gestational diabetes and glucose metabolism, and the reduction of lumbopelvic pain was included as 1 of 6 possible effects. Prevalence of lumbopelvic pain was measured by asking the subjects, "Do you have pain in the pelvic and/ or lumbar area? Yes/No." It is not surprising that pregnant women occasionally experience pain in the pelvic or lumbar area. This seems to be the case, because no difference between the groups was found for prevalence. The lack of a proper definition for the condition seems to be a limitation of this study. 40 No differences between the groups were found for disability, pain intensity, and fear-avoidance beliefs; however, there was a difference in sick leave, which was significantly lower among the women who exercised. Exercise had a positive influence of some kind, because women in the study of Stafne et al 40 seemed to handle the disorder better when they exercised regularly.
As stated above, there was moderate evidence for the positive effect of several types of exercise therapy. 13, 17, 22 ,23,29,35 TABLE 2 (available online) provides detailed information on exercise therapy for all studies, and TABLE 7 provides the detailed outcomes showing that 8 of 9 studies had a positive effect on pain, disability, or sick leave. These outcomes are consistent with the European guideline, 46 which recommends individualized exercises focusing on advice for ADL and avoiding maladaptive movements. However, an important difference is that, in the European guideline, stabilization exercises were recommended only for the postpartum period. Several studies included in the present review demonstrated that stabilization exercises are effective to reduce pain and disability in the prepartum period. 5, 23, 28, 40 
Manual Therapy
Limited research has focused on the use of manual therapy techniques for the treatment of lumbopelvic pain during pregnancy. There is relatively high-quality evidence for the positive effect of osteopathic manual therapy in combination with usual obstetric care on improvement [ research report ] of pain and disability. 26 In the study by George et al, 14 although manual therapy seemed to add to the positive findings, no conclusions can be drawn because manual therapy treatment was part of a multimodal therapeutic approach. Licciardone et al 26 performed the only study that investigated osteopathic joint mobilization and soft tissue techniques and showed a significant difference in disability between the groups; however, this between-group difference was not found for back pain. The study by Peterson et al 35 showed improvement in pain and disability in all 3 groups, but, again, no significant differences were found between the groups. Studies that investigated massage therapy did not have pain as a primary outcome measure and were of relatively poor quality. [10] [11] [12] Consistent with both previously mentioned guidelines, based on the current evidence, there is no evidence that manual therapy should be recommended for the treatment of lumbopelvic pain during pregnancy. Additional RCTs investigating manual therapy treatment approaches for lumbopelvic pain in this population are needed.
Material Support
The present review provides no substantial evidence for the use of material support. Although this is consistent with the recommendation of the European guidelines, 46 the guidelines nevertheless advise that a pelvic belt may be fitted to test for symptomatic relief. Bastiaenen et al 4 did not advise against the use of a belt or crutches, but left it up to the patient to decide on the usefulness of these devices. The present review included 1 RCT that compared the effect of 2 different supports, 19 with promising results related to pain. However, the use of a pelvic belt in combination with other treatment interventions has more often been investigated. 5, 24, 31 Conflicting evidence, ranging from a positive effect on pain and disability 5, 24, 32 to no added benefits, was found for exercises and advice. 5 The present evidence is insufficient to recommend the use of any material support. More studies focusing on the effects of the use of a pelvic belt are needed.
Comparison With Other Systematic Reviews
Six other systematic reviews studied interventions for lumbopelvic pain during pregnancy. 18, 20, 33, 37, 41, 45 The reviews by Stuge et al 41 and Pennick and Liddle 33 included mostly clinical trials, whereas the reviews by Vermani et al 45 and Kanakaris et al 20 also included other study designs. The authors of the last 2 reviews mentioned studies of high and low methodological quality, but did not explain if and how this was objectively determined. In contrast, both Stuge et al 41 and Pennick and Liddle 33 assessed methodological quality using clearly defined criteria. The present review adds to the strength of both these studies by also applying these criteria in more detail, in accordance with the CBRG Internal Validity Checklist 44 (TABLE 6) .
Five of these reviews included articles on LBP and/or PGP in both the prepartum and postpartum stages; only Pennick and Liddle 33 did not. It may be useful to distinguish between these 2 stages to estimate different practical implications. With regard to the inclusion of the RCTs, estimating the methodological quality, and reporting on the interventions during the prepartum stage alone, the greatest similarity exists between the design of the present review and that of the most recent review of Pennick and Liddle. 33 Therefore, comparison of only these 2 reviews is discussed in more detail below.
Pennick and Liddle 33 assessed 26 RCTs and the present review included 22 RCTs. Of these studies, 14 are discussed in both reviews. 5, 6, 13, 14, 19, [21] [22] [23] 26, 28, 29, 35, 38, 40 Twelve RCTs included by Pennick and Liddle 33 were not included in our review, because 4 were not published in an English peer-reviewed journal, 1,15,34,42 1 was published prior to 1992, 43 and another 7 investigated acupuncture. [7] [8] [9] 25, 27, 47, 48 On the other hand, our review assessed 8 studies [10] [11] [12] 17, 24, 31, 32, 39 that were not included in the review by Pennick and Liddle. 33 Although Pennick and Liddle 33 also calculated effect sizes, no comparison can be made between our calculations and theirs because of missing data. We believe that the calculations we made have added value to the reported results. Large to medium effect sizes were calculated for the effect of the combination of exercise and information on disability and pain 5 (TABLE 1, available online), flexibility of the spine 13 (TABLE 2, available online), massage on anxiety and leg and back pain [10] [11] [12] (TABLE 3, available online), and the use of a support garment on pain during ADL (TABLE 4, available online). However, we should mention that, for most of the included RCTs, the effect sizes could not be calculated due to missing data.
Pennick and Liddle 33 concluded that there is moderate evidence for the effect of physical therapy in treating lumbopelvic pain. There was some indication that adding acupuncture, physical therapy, or exercise therapy to standard antenatal care seemed to relieve lumbopelvic pain to a greater extent than standard antenatal care alone. The present review supports that conclusion and provides additional information regarding education and information. Adding information and advice to other treatment interventions (eg, exercise therapy) seems to have a positive effect in treating lumbopelvic pain. 5, 31, 32, 39 However, more research on the influence of education is needed. Education is not specifically mentioned in the review by Pennick and Liddle, 33 but is only referred to as a part of a multimodal approach in 1 of the included RCTs. 14 However, patient education during early pregnancy is mentioned as a possible focus for future research. The present review included 7 RCTs that specifically mentioned education as a part of the treatment provided. Four of these RCTs 24,31,32,39 were not included in the review by Pennick and Liddle, 33 and of the 3 RCTs that were included, 5, 6, 14 no specific mention of education was made in the discussion of results.
Pennick and Liddle 33 the effect of treatment of LBP, pelvic pain, or lumbopelvic pain is presented and calculated. Although a number of tests are validated to distinguish between LBP and PGP, 45 not all of the included studies in their study sample used these tests as inclusion or exclusion criteria. Thus, various studies ended up in the same category, even though they used different criteria for diagnosing a condition, or did not distinguish between LBP and PGP. Until a universally recognized classification system for these conditions is available, it may be more useful to focus on different treatment interventions and not to distinguish between LBP and PGP when presenting conclusions. From this perspective, the moderate evidence for exercise therapy and patient education seems promising. Exercise combined with education, when added to usual antenatal care, had a positive effect on the rehabilitation (pain, disability, and/or sick leave) of these patients as a whole. However, when analyzing these conditions separately, this finding is more robust for LBP than for PGP. Although it seems that there is no strong evidence for any of the interventions provided by physical therapists, we would like to put this conclusion into perspective. Moderate evidence is present for exercise therapy. Treating lumbopelvic pain during pregnancy with this form of therapy generally yielded better results on pain, disability, and sick leave than use of standard antenatal care alone. Therefore, physical therapists can play an important role in the rehabilitation of patients with lumbopelvic pain by providing exercise. Providing patient education also seems to be a promising option, but requires further research.
In their systematic review, Nascimento et al 30 discussed different forms of exercise during pregnancy and found them to be associated with control of gestational weight gain, gestational diabetes, and prevention of urinary incontinence and LBP. No contraindications were found, and exercise at moderate intensity was safe for both mother and fetus. Their recommendation to encourage pregnant women to participate in aerobic and strength training at moderate intensity (at least 3 times a week for 30 minutes or more) is, for the most part, consistent with our findings of effectiveness of aerobic and strength training at moderate intensity. 17, 22, 23, 28, 29 Our review adds to this point by specifying training goals, such as improving balance; active stability; strengthening the muscles of the lower back, pelvis, and pelvic floor; and cocontraction of the transverse abdominal and pelvic floor muscles with other muscle groups. 13, 17, 22, 23, 28, 29 For this, we recommend a frequency of 1 to 2 times a week. 17, 22, 28, 29 This difference between reviews may be attributed to the inclusion of different trials. For example, Nascimento et al 30 based their conclusions on trials that not only included pain as an outcome but also outcomes such as depression, blood pressure, excessive gestational weight gain, gestational diabetes, urinary incontinence, quality of life, and birth weight.
Future Research
The present review shows that positive results are reached with various forms of exercise therapy. In addition, patient education seems promising as an adjunct to other interventions. Therefore, it may be warranted to perform an RCT in which precisely described exercise therapy and structured education on LBP and PGP (anatomy, pathology, changes during pregnancy, posture physiology, selfmanagement, modification and advice on ADL, and relaxation) are investigated as both separate and combined interventions in 3 groups, compared with a control group. Moreover, a classification system for LBP and PGP is required to establish whether the same or different types of treatment should be applied in these 2 conditions.
For future research, considerable improvement in study methodology is required. Similar inclusion criteria and outcome tools should be used in highquality RCTs to enable pooling of data and proper comparison of the different treatment interventions. Also, attention should be paid to report all data, such as the dropout rate, compliance rate, and cointerventions provided. Researchers should also try to achieve better blinding. When it is impossible to blind the patients, which is often the case in physical therapy treatment, it would be beneficial to blind care providers and outcome assessors. The present systematic review indicates that there is evidence to support exercise therapy and providing information; however, the development of a template, based on consensus in outcome measures (eg, which study sample to choose and which results and data to report), would enable one to define and specify such a statement and to calculate effect sizes properly.
CONCLUSION
A ccording to the available literature, there is moderate evidence for the positive effect of exercise therapy on pain, disability, and/or sick leave for the treatment of lumbopelvic pain during pregnancy. Moreover, data show that patient education seems to also be a helpful intervention. Physical therapists can apply these interventions and thereby improve treatment of this condition. All included studies on exercise therapy (all of moderate quality) reported a positive effect on 1 or more of the 3 outcomes in rehabilitation: pain, disability, and sick leave. Six of 7 studies on interventions combined with education showed a positive effect on pain and/or disability or sick leave. There is limited evidence for the effect of material support and manual therapy, and the studies involved have methodological limitations. For future research, more homogeneous populations, as well as standardization of methods and reporting of data, are required. t pain. The evidence is more robust for treating pregnancy-related LBP than for pregnancy-related PGP. Patient education seems to be a promising option. IMPLICATIONS: Physical therapists can implement active exercise in their treatment strategy. CAUTION: In the current literature, strong evidence is lacking for the use of material support, manual therapy, and for combining interventions, due to the small number of studies and methodological limitations. However, this does not imply that these interventions should not be further investigated. More transparency and homogeneity are required. In short term, use of a lumbopelvic belt and information in treatment of PGP is superior to exercise plus information or information alone 
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